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background: The management of low risk patients presenting to the emergency department with chest pain is highly variable. “Confirmatory” pre-
discharge testing to exclude acute coronary syndrome ranges from exercise treadmill to computed tomography coronary angiography. However, it has 
recently been suggested that such testing may not be necessary prior to discharge in all low risk patients.
methods: We do not perform “confirmatory” pre-discharge testing to exclude acute coronary syndrome in selected low risk patients defined by 
clinical stability, normal presenting electrocardiogram and normal cardiac troponins, even with a cardiac history. Therefore, we reviewed our chest 
pain unit database from May 2005 through June 2010 to assess clinical outcomes on 30-day follow-up in consecutive low risk patients discharged 
without confirmatory cardiac testing.
results: Our study group comprised 437 patients (12 %) from a total of 3,582 evaluated in our chest pain unit between 2005-2010. There were 
206 males (47%) and 231 females (53%) with a mean age of 55 yrs (22-94 yrs). A majority of the patients had ≥2 cardiac risk factors (n = 264, 
60%) and over one-fourth (n = 132, 30%) had ≥3 risk factors. Documented coronary artery disease was present in 106 patients (24%), diabetes 
in 116 patients (26%) and average Thrombolysis in Myocardial Infarction (TIMI) Risk Score was 1.4 (Range 0 to 5). Mean time from emergency 
department admission to discharge home was 10 hr, 54 min. All patients had 30 day follow-up after discharge. Cardiovascular event rate at 30 days 
was 0.29% (n = 1). The sole event was a fatal stroke in a 62 y.o. man in 2006. There have been no subsequent cardiovascular events on 30 day 
follow-up in patients discharged from our chest pain unit.
Conclusions: These data suggest that selected low risk patients, as previously defined, presenting to the emergency department with chest pain 
may not require confirmatory cardiac testing prior to discharge. This approach has the potential to afford safe, cost-effective and shorter length of 
stay than current management.
